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The eyes, window to the soul, can be brutally closed by
infections. Indeed, keratitis, here reviewed by P Thomas [1]
and H-S Chu and F-R Hu [2], and endophthalmitis reviewed by
ML Durand [3] can evolve unfavourably towards blindness
when treatment is ineffective. Apart from cases involving a
handful of organisms that are well-known ocular pathogens,
such as Chlamydia trachomatis responsible for trachoma and
blindness in developing countries [4], the majority of ocular
infections remain undocumented. In developed countries, an
increasing number of cases are related to aftercare-associated
infections following eye surgery (keratitis and endophthalmitis)
or, much more frequently, to wearing contact lenses (kera-
titis). Hence, Durand [3]reports that the latest techniques in
ophthalmology, such as local injection of antivascular endo-
thelial growth factor antibodies for treating macular degener-
ation, have identiﬁed new infectious pathologies and are the
ﬁrst sources of endophthalmitis in some centres. As for uveitis,
we previously reported that fastidious organisms such as
Bartonella spp. [5] and Coxiella burnetii [6] are relatively
frequent causes of uveitis, indicating that zoonoses should be
considered in such a pathology [7]. Likewise, Thomas [2] and
Chu and Hu [2] report that cases of mycobacterial and fungal
keratitis occur after intervention on the cornea. As for
keratitis (including treatment-resistant keratitis), wearing con-
tact lenses is a proven risk factor; an increasing number of
people are wearing contact lenses but fail to ask health-care
professionals for information about basic hygiene. We have
observed that tap water is a source of pathogens responsible
for keratitis. For example, most of the mycobacteria respon-
sible for mycobacteria are indeed waterborne pathogens [8].
Not only are these waterborne mycobacteria able to mas-
querade as amoebal keratitis [3], but in fact both mycobacteria
and amoeba can act together as co-pathogens to cause
keratitis; we had previously reported one case of keratitis in a
patient wearing contact lenses in whom not only amoeba
(Acanthamoeba) and Mycobacterium chelonae but also ﬁve
additional amoeba-resisting pathogens including a new intra-
cellular Deltaproteobacterium and a new giant virus related to an
Acanthamoeba polyphaga mimivirus were documented [9].
Also, an endosymbiont belonging to the Acanthamoeba species
has been isolated from corneal samples of a patient with
keratitis in South Korea [10]. These cases illustrate that
keratitis is one of the situations where more than one
pathogen combine to cause infection in a maﬁa-like strategy.
However, large series on keratitis and uveitis indicate that at
least half of the cases remain undocumented ocular infections,
suggesting that new laboratory approaches should be devel-
oped to ﬁll the gaps in this area of study. Despite the evidence
gathered in this thematic issue, bibliometry indicates that the
ﬁeld of infectious ophthalmology is a ﬂat one. There is a need
to conduct further research on clinical microbiology to resolve
issues regarding prevention, diagnosis and appropriate treat-
ment of these somewhat neglected infections that are still the
leading cause of blindness in both developed and developing
countries.
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